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preface - a people’s health MOVEMENDE ershamsennen, vires 


In 1978, the international community 
endorsed the Alma Ata declaration 
reinforcing the right to health and making a 
firm commitment to a vision of health for all 
by the year 2000. However, since then for 
many people around the world, health has 
worsened. Governments and the WHO 
have failed to mobilise the political will to 
achieve the health for all Alma Ata targets. 
Then in December 2000, an extremely 
significant event took place in rural 
Bangladesh. A civil society movement 
calling themselves the People’s 

Health Assembly held their first 
international meeting. 


Out of this gathering of activists came the 
People’s Charter for Health calling for a 
return to the principles of Alma Ata -a 
people-centred service in which people 
have a real voice in the way health services 
are delivered, and for health - both access 
to health care and the right to well being - to 
be seen as a basic human right. 


The People’s Health Assembly is now 
known as the People’s Health Movement. 
One World Action’s support for this 
movement is an expression of our 
commitment to democracy and human 
rights. We work in the South to strengthen 
and increase the voices of poor women, 
men and children in decisions that affect 
their lives. International frameworks are 
often beyond the reach of ordinary citizens 
yet decisions made in these higher echelons 
have a profound impact in their lives. We 
want to deepen debates on these issues, 
and to compare people’s struggle to have 
their voices heard in both South and North. 


. ’ 
in troduction Alifia Chakera, Health Policy Officer One World Action 


Health for All: A Question of Social Justice was a 
one day Conference organised in London by One 
World Action as part of our Health Policy 
Programme, to mark the first anniversary of the 
People’s Health Assembly which took place in rural 
Bangladesh in December 2000. 


The conference brought together 120 practitioners 
and policy makers, directly concerned with growing 
inequities in health. The participants included health 
professionals, academics, students, trade unionists, 
NGOs and health networks from Europe and Asia 
and representatives from the UK Department for 
Health and the World Health Organisation. 

The purpose of the conference was to discuss the 
challenges of the inequities in health within countries 


and between countries. Three themes were discussed. 


How can civil society and local democracy be 
strengthened to foster more people-centred 
approaches to health? What is the impact of health 
service privatisation on health, and what is the effect 
of trade liberalisation on health and governance? 
The conference examined the risks that poorand 
marginalized people face in the North and South. 
Participants were able to share their experiences, 
generate new approaches to take forward to policy 
makers at a national and international level and 
develop strategies for future joint advocacy. This 
report is a contribution to the wider People’s Health 
Movement dialogue. 


Some key issues 

Accountability, access and influence: What are the 
lessons learnt at international, national and local 
levels? How can we ensure that our health services 
and those involved in their delivery, work in a 
transparent way and are accountable to poor 
communities? Will new initiatives from the WHO and 
national governments deliver greater public 
participation and transparency? 


Democracy and governance: With the 
strengthening of international mechanisms to 
accelerate liberalisation, the State’s ability to respond 
to the community's needs and demands is increasingly 
being undermined. It is often those who are most 
vulnerable, poor women, men and children, who are 
left to cope with the consequences of inadequate or 
non-existent services. What strategies can civil society 
employ to effectively challenge the liberalisation trend? 


Trade, poverty and ill health: Health as a human 
right has had 50 years of international endorsement, 
despite this the health gap between the rich and the 
poor in the South and North, has widened. Many 
would argue that the policies of the Bretton Woods 
Institutions and the World Trade Organisation 
exacerbate this divide. Civil Society has to 

consider how best to advocate for change in these 
powerful institutions. 


lessons in democracy and influencing 


- voices from South and North 


How we achieve true democracy and participation 
in delivering basic services is an ongoing debate. 
Civil Society has long held the view that where 
there is true participatory democracy - not merely 
rhetoric - the outcome is sustainable, more 
responsive, people-centred, accountable and 
accessible services. 


This section is based on three very different 
accounts. The success of the health movement in 
India which engaged with over 10 million villagers 
and health care workers as part of the larger 
International People’s Health Movement process, 
the experiences of accountability and influence 
within Britain’s NHS and finally the WHO’s new 
Civil Society Initiative which plans to bridge the 
gaps in the WHO's relationship with civil society. 


ail 


From Alma Ata to the People’s 

Health Assembly 

Dr Thelma Narayan Community Health Cell, India 

"Ill health is not merely a question of inadequate health 
systems but a direct result of poverty." 

Between 1975 and 1998 the number of landless rural 
households in India rose from 30 to 40 per cent. 
Agricultural prices crashed because of the volume of 
imported goods. Many farmers, and even whole 
families, committed suicide as a result. This is a story of 
struggle as well as suffering. In India, ill health is not 


merely a question of inadequate health systems but a 
direct result of poverty, which has been exacerbated 
by macro-economic restructuring. 


Man-made disasters have played a terrible part in 
worsening the health status of people in India. The 
enormous fall-out from the Bhopal disaster left 20,000 
dead and 500,000 people suffering ill effects 
including birth defects (victims are still battling with the 
US industrial giant Union Carbide for meaningful 
recompense). Then there are other environmental and 
man-made disasters that do not have as high a profile 
as Bhopal but have a devastating impact on the lives 
of those affected. It is the poor who more often than 
not bear the brunt of these disasters. 


Health systems do not cause the problems poor 
people face such as: hunger, inadequate social 
provision and an unhealthy environment. But when 
poor people need health care, health systems do not 
meet their needs. When the sick turn to the health 
services for help, it is to the most privatised system in 
the world. A system that is not cost effective, does 
not reach the poorest and for which there is no 
evidence to show that it offers good quality 
treatment or services. 


We need to remind ourselves of what was said in 
1978 at the Alma Ata conference. The conference 


saw the Primary Health Care (PHC) approach as a 
strategy for overcoming some of the world’s biggest 
health divides, and a need for strong inter-sectoral 
approaches and community participation. For poor 
people in developing countries and marginalised 
groups everywhere, these are issues of life and death. 
But what happened to this vision - where are 

we today? 


The driving principles of the Peoples Health 
Movement (PHM) are to create and strengthen a 
forum for poor people to voice their concerns and 
experiences, and to promote an analysis of health as 
a broad, cross-cutting issue. The PHM tries to look at 
and address the underlying reasons for ill health. It 
recognises the need to gather grassroots perspectives. 
Health policy should not be driven by international 
consultants. Some international consultants have 
completely lost touch with grassroots concerns, but it is 
international consultants who make major policy 
decisions, at least in India. 


In India, the structure of the People’s Health 
Movement consists of an alternative "G8" (its member 
groups), and the G18, a network of networks that 
includes women’s groups and organisations such as 
the All-India People’s Science Movement, which has 
been in existence for more than 30 years. 


As part of this international movement, India launched 
a national people’s campaign, ‘Health for All, Now!’ 
which was an incredible success. It used pop songs, 
cartoons and theatre to get messages across to all 
communities and encouraged interaction. It reached 
about 10 million people, and the campaign 
culminated in a national health parliament in Calcutta. 
Five special trains converged in the city from different 
parts of the country. Their passengers took part in 
travelling workshops - making plans for the health 
parliament. People came together in colourful rallies, 
outdoor meetings, lively songs and dance and proved 
the point that grassroots activism is serious but can 
also be done with a sense of fun. 


Following this process, all the world’s regions joined 
together for the People’s Health Assembly in 
Bangladesh. The international People’s Health 
Movement produced the People’s Charter for Health, 
which includes a call to the World Health 
Organisation to take the lead in health, to separate 
itself from corporate interests and to work in alliance 
with people’s organisations. 


We need to revitalise the spirit of the Alma Ata 
declaration that promised so much for the world’s 
poorest people, and for this to happen South-North 
networking is vital. Major change is unlikely to 
happen without it. 


) 2 lessons in democracy and influencing 


seanieas nome South end Nerth health for all? a question of s 


) Access and Influence Lessons have been learned slowly, but even 

Hazel Blears MP Under Secretary of State, Department for Health Government proposals’ have failed to reflect public 

"| really want to stir up the whole public involvement views of what people wanted to see in their health 

system. It will have teeth, it will be statutory, it willhave service, and the needs of marginalized communities 

as many resources as | can possibly get for it... continue to be poorly managed. In spite of this, there 

The health system does need to improve and work are some positive developments. 

differently, but we should not lose sight of why 

we began." The new Commission for Patient and Public 

The challenge facing the government is to change the Involvement in Health intends to monitor, report, and 

whole culture of the NHS. It was set up to treat act as a lever to drive up standards, so that they are 

patients, not to give them a voice or involve them in equally good across the country. At local level the 

decision-making. We need to change the mechanisms Commission will gather information and views 

by which people can get involved. We need to get from the Patients’ Forums and pass these to a 

health professionals to listen and act upon what scrutiny committee. 

patients say to them, and we need to make sure that 

services are accessible and responsive to what The new Patient Advice and Liaison Services (PALS) 

people say. It is imperative that the NHS reform will give patients on-the-spot help. Patients’ Forums are 

process includes wide and diverse participation in being set up inside Primary Care Trusts to influence 

order to help shape our future services. their day-to-day management. Independent 
complaints and advocacy services are also being set 

Historically, the main issue surrounding participation —up. The aim is to build on existing good practice, but at 

has been an over-reliance on the same groups of the moment there are no proper advocacy services. 

people. These people often get very little support, and 

come to feel disempowered and cynical. In addition The new Commission will also find people to sit on the 

public forums such as the Community Health Councils Forums, and support and empower them. It aims fo 

have remained external to services as a complaints bring in the views of "hard to reach" groups, including 

body rather than being fully integrated and having the homeless, refugees, people with disabilities, 

critical powers over the whole process. children and young people, and young men. 


| believe if you succeed in empowering people, you 
can challenge and change vested interests and the 
status quo. The only legitimate vested interests in 
our health system should be those of the public who 
pay for it. 


) Democracy and Accountability 

Stuart Weir Director, The Democratic Audit of the UK 

"The UK has signed the UN Convention on Economic, 
Social and Cultural Rights, but has never attempted to 
incorporate it into British law in order to give people 
actual health and other rights under it." 

The idea of public ethos is vitally important, but 

we should not idealise it as the public ethos in this 
country is one of control, secrecy and non- 
accountability, which is antithetic to ideas of 
democracy. The national plan should be welcomed 
only in so far as it has bowed to the idea that the 
public can influence the service. 


The health system lacks any kind of real accountability 
because everything is run from the centre. As the 
Hutton Commission found?, when it looked into 
accountability and the public interest in the NHS, the 
NHS is the least accountable major institution in this 
country. Nothing has changed. The NHS should be a 
public-centred body, but current plans show it falls 
very far short of being a people-centred system. 

The National Institute for Clinical Excellence, or NICE, 


is not a watchdog. NICE is part of the governing 
apparatus; such bodies are unaccountable. Other 
worrying tendencies include barring the public from 
the gallery at Regional Health Authority (RHA) 
meetings. When people had the temerity to speak out, 
their right to attend was abolished. Now there will be 
no RHAs at all, with or without the public. Also, health 
authorities should be elected and not appointed 
bodies. Although there will be lay representatives on 
the new Primary Care Trusts, they are likely to be 
friends of local GPs and other figures of the 
establishment; so there will be no real element of 
democracy there. 


Why are there no committees at local level, looking at 
public participation? It is clear there are very real 
opportunities for democratising the service, which are 
not taken. As for the Community Health Councils, 
whatever their flaws, at least Community Health 
Councils were set-up with some degree of neutrality. 
Now there are plans to abolish Community Health 
Councils. Are there any plans to establish what is 
needed at a local level? 


The Democratic Audit has produced four reports on 
Private Finance Initiative (PFI) schemes, including the 
Birmingham scheme. The Audit found "a disgraceful 
state of affairs" in the city, and a great deal of 
gerrymandering going on in all four areas. Its 


} 2 lessons in democracy and influencing 
- voices from South and North 


investigations showed PFI to be profoundly 
undemocratic. For example, Public Partnerships UK is 
made up of city business people, financiers, senior 
civil servants, and so on - nota single representative 
of public services. 


We have a lot to learn from other countries. In South 
Africa, for example, there has been progressive 
realisation of rights and a group of squatters recently 
took the government to task over land and housing 
rights. The whole point of democracy is to control the 
executive, and allow people to exercise their 
economic and social rights. Because there is no 
constitutional basis for them to do so in the UK, itis 
difficult for anyone to assert their rights to a good 
education and health care. 


'The UK Government's Proposals, 2000 


2The Hutton Commission’s report ‘New Life for Health’ was published in 2000. 


health for all? a question of 


the world health organisation and civil society 


The WHO's Civil Society Initiative was launched at 
the World Health Assembly in 2001 (WHA 2001) 
partly in response to the success of the People’s 
Health Assembly process and to remedy the WHO's 
failure to send a senior delegate to the PHA 
Bangladesh meeting. The purpose of the Civil 
Society Initiative is to provide a positive framework 
for more dialogue with civil society, and to support 
member states in this work. The initiative is still at 
the investigation phase, mapping out what is 
happening, learning from other agencies, and 
developing a consultation document’. The 
presentations and discussions of the WHO's 
engagement with Civil Society formed the basis of 
the next session. 


) Prioritising Health 

Eva Wallstam Civil Society Initiative, WHO 

The challenge of achieving Health for All (which is still 
the guiding principle behind the WHO's corporate 
strategy) is far greater since Alma Ata. Global factors 
affecting health include structural adjustment, 
globalisation, the growing gap between rich’and 
poor, conflicts, the refugee crisis, the weakening of 
states, and the increasing role of the private sector 
which governments are unable to regulate. There is 
more degradation of the physical environment, new 
food, water and chemical hazards, and more traffic. 
There are fewer resources for health, and the sector is 


not seen as an area for investment. Global health 
sector reforms have not been a success. 


On the positive side, UN world conferences during 
the 1990s have helped to put health on the global 
agenda. A strong NGO presence at these has 
contributed to civil society initiatives, but we have yet 
to have a world summit on health itself. A milestone 
was reached when the World Bank became interested 
in health, and devoted its 1993 report to investment in 
health. Economists began working on health, and the 
issues of cost effectiveness became dominant. In 
2000, a World Health Report was published on 
health systems performance. In December 2001, the 
Commission on Macroeconomics and Health report’ 
was finalised. There is a debate now that did not exist 
ten years’ ago. 


The WHO remains a technical organisation which 
responds to the dictates of its member states. 
Therefore, it is up to civil society to dialogue directly 
with health ministries so that issues such as the impact 
of structural adjustment on health are raised within 


the WHO. 
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) Civil Society and the WHO 

Margareta Skold Civil Society Initiative, WHO 

The WHO's relationships with civil society and NGOs 
are evolving, and moving in a new direction. 
Historically, the WHO worked with health NGOs to 
meet the needs of people in health crises or those in 
poor health. Working relations were frequently seen 
as cumbersome, and tensions often arose with 
national governments. Donors usually support NGOs 
at this level, which can limit the WHO's power ata 
global level. The WHO became aware of the need to 
work more closely with civil society, and to engage at 
a deeper level with a wider range of civil society 
NGOs. Today, the WHO has a new policy framework 
that draws together civil society organisations (CSOs) 
and governments, and a mechanism whereby CSO’s 
can collaborate with other CSOs, and CSOs with the 
WHO. There is now space for the concerns of civil 
society to be heard within the WHO. 


The Civil Society Initiative influences four key areas of 
the WHO's work: policy; knowledge bank; 
communications and capacity building. This means all 
policy processes should be clear and transparent at 
the WHO secretariat, including all work with those 
NGOs with special relations to WHO (Principals) and 
other NGOs. The knowledge bank is a developing 
database on key civil society actors, major issues and 
best practice. In communications, all policy dialogue 


is a transparent, two-way process. Finally, there is 
strengthened capacity for dialogue and collaboration 
between NGOs, Civil Society Organisations and 
national governments. 


Key issues and recommendations 

raised by NGOs 

¢ The WHO's apparent lack of commitment to its own 
programmes and policy work since Alma Ata should 
be scrutinised to prevent this inherent problem 
affecting the CSI and future work. The key challenge 
for the WHO is to have an idea of the "end target" 
so that any progress can be seen and measured. 
The CSI should not simply talk to more people, but 
set an end goal and achieve it. 


¢ The WHO needs to conduct a serious review of the 
underlying determinants of health, such as the wider 
socio-economic implications of structural adjustment 
programmes and WTO agreements such as 
the General Agreement on Trade in Services. 
The WHO also appears to be much closer to the 
corporate sector than it does to civil society; what 
assurances are there that the CS| is not a placebo? 


* The structures of the PHM and the WHO are 
fundamentally different. The PHM has recently 
created a framework of multiple specialist circles, 
which is flexible, loose and facilitates networking, 


for example by email. The working circles are non- 
hierarchical and are people-based regional 
groupings with elected representatives 

which link to other circles around similar issues at all 
levels from local to global. This enables people to 
share knowledge at different levels, and allows for 
policy decisions, research, and activism to be 
incorporated and the voices behind them heard. 
By comparison, the structure of the WHO is more 
"box-like", and does not lend itself to circular ways 
of working. That raises the question: how should we 
deal with the WHO? 


The PHM does not accept that the WHO acts purely 
on the dictate of health ministries as the WHO has a 
clear technical brief to lead on health. It is often 
easier for CSOs in Southern countries to enter into 
dialogue with their health ministers than to table a 
specific issue with the WHO in Geneva. The 
proposed WHO 15 country study should include 
one on how civil society dialogues with 

health ministers’. 

The Civil Society Initiative’s response 

The Civil Society Initiative is helping with knowledge 
cross-ertilisation within the WHO and there is an 
internal WHO working group for those wanting to 
work with CSOs and NGOs. 


3 the world health organisation 
and civil society 


health for all? a question o 


Although the CSI has only five staff it is not a placebo, 
and is struggling to be seen as a resource. The WHO 
works on process rather than technical implications of 
strategy. It needs to determine how civil society wants 
to work with it, then put in place the right structures, 
and hopefully play a catalytic role in bringing all the 
issues together. 


To help overcome the issue of WHO's headquarters 
being in Europe. The WHO has set up desk studies, 
through regional offices, to examine regional 
experiences of feeding into the WHO. These in turn 
feed into future collaboration with CSOs and 
governments. As for transparency, the CSI is writing a 
paper explaining ‘where they are’ for WHA 2003, so 
that progress can be visibly monitored. 


> A consultative meeting was held between UK based NGOs and the CSI on December 5, 2001 
as part of this mapping process. 


4 The WHO's final report for the Commission on Macro-economic and Health has been strongly 
criticised by economists within the PHM as it fails to assess the impact of macro-economic policy 


on poverty and health. 


SThe WHO is undertaking a Primary Health Care review in 15 countries to be ready for The 
World Health Assembly 2002. 


the impact of privatisation on health services 


Privatisation of basic services is being accelerated 
through trade agreements — such as GATS and 
many developing countries are subject to 
privatisation conditionalities associated with aid 
and debt relief provided by the World Bank and 
International Monetary Fund. 


This section examines the implications of 
privatisation of health services drawing on 
examples from the UK and Europe described in the 
presentations and working sessions held during the 
conference. It supports the view that privatisation 
undermines the basic principles of universality and 
risk pooling and introduces a two-tier system 
bringing in barriers to access, which a socially 
provided health service is supposed to remove. 


) Private Finance Initiatives in the UK 
KarenJennings UNISON 

As the largest trade union in the UK, UNISON 
represents half of all the staff within the National 
Health System (NHS). It has consistently opposed the 
Private Finance Initiatives (PFI), arguing that PFls are 
inappropriate mechanisms for NHS modernisation, 
and that PFls have a destructive effect both on 
services and staff. 


The NHS has been under-funded for decades and 
suffered especially during the years of conservative 


government. It needs investment. The important 
question remains: what resources does the NHS need 
and how can it be reformed to provide the best 
possible service? 


UNISON welcomes the recent interim report from 
the Wanless Commission. The report highlights the 
incredible under financing of UK health services 
over the last 30 years compared to other OECD 
countries. It argues that taxation remains the most 
efficient and equitable way of delivering health 
services and sets top level objectives for service 
quality, fairness and efficiency. 


Proponents of privatisation need to provide evidence 
that it can meet all these objectives. 


There is no evidence, and lessons can be drawn from 
service failures associated with the new Private 
Finance Initiatives within the health sector. At Carlisle 
Infirmary, problems reported included: high 
temperatures on the wards; too little space between 
beds; lack of proper records storage; clinical concerns 
about serious delays in second stage reporting; 
serious equipment failures such as power failures; and 
long trolley waits. 


North Durham hospital also faces serious problems: 
an ambulance bay that can only hold four vehicles, 
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poor plumbing, too few toilets, lack of natural light 
and ventilation, very high temperatures despite air 
conditioning, and too few beds. It is not possible for 
the public sector to off-load the risk, no matter how 
much they pay a company. 


Similar problems have been reported about Private 
Finance Initiatives across the country. Most schemes 
are not fully operational, so it is too early to say what 
the effects will be. Regardless, PFI has not brought the 
scale of benefits claimed by its advocates. A recent 
survey showed, for example, that nine out of ten of the 
dirtiest hospitals in the UK had contracted-out 
cleaning services. 


For workers within the health services, privatisation 
brings added risks such as: dividing an otherwise 
integrated health care team; creating a two tier work 
force or worsening the relationship between staff and 
management; making it difficult to retain and recruit 
staff and decreasing overall staff moral. 


UNISON members want a public service that can 
succeed; jobs and lives depend on it. The union is for 
reform, not against it. But reform must be based on 
people’s actual needs, a clear assessment of what 
actually works, and not on the myth that the private 
sector is more efficient. 


Key issues and recommendations 

Reviewing the efficency arguments 

We need to understand the mindset of policy-makers 
who have been lobbied by companies, pro-private 
academics and consultancy firms and are in favour of 
privatisation and contracting out services. They argue 
that the private sector brings many benefits: greater 
efficiency; quicker and better services; shorter waiting 
lists; choice; competition; discipline; extra resources to 
health care; and cost containment. We must, using 
evidence, show that these arguments are based 

on myths. 


In reality, private services are often sub-standard. In 
contracting out, one can specify the outcomes desired, 
but winning tenders are so low that the work is not 
done properly and wages are inadequate. 


Policy-makers and the public need to be convinced 
about the benefits of public services. The NHS is not 
perfect; it needs changing and improving. But the 
public has been subjected to years of misinformation 
about the public sector: that it does not provide certain 
services; that it is an unwieldy leviathan, that there is a 
long waiting list for everything and lastly that we 
cannot afford the NHS and privatisation will bring 
new resources to health care. We need to counter 
these stories. 


How privatisation affects the public sector 
Professional, public sector-trained staff are drifting into 
the private sector leaving state services under- 
resourced. Privatisation undermines cross- 
subsidisation, universality and democracy in health 
care. There is the danger that the NHS will become a 
"rump service" with the poorest and most dependent 
people receiving the poorest services. A two-tier 
service is developing, introducing barriers that the 
NHS was set up to reduce. 


In the Netherlands there is a debate around proposals 
recommending that people earning above a certain 
income should take out health insurance. They will be 
able to choose what health package they want, but 
will there be a basic package for everyone? But we 
have to ask who will get access to what services and 
who will subsidise the needs of the poor? 


In the South, the World Bank and others argue that 
NGOs should deliver services because governments 
are corrupt. NGOs should take a critical look at this; 
some do not realise they are undermining the State 
and public sector. The Mozambiquan government has 
challenged donors to give it the money they give to 
the NGOs and it will provide the same service. 


) 4 the impact of privatisation on health services 


A new vision and campaigning strategies 

The People’s Health Movement offers a vision of 
public health care that is equitable and democratic. 
Fairness, listening to people and allowing them to 
express their views about services are as important as 
delivering a good service. 


PHM working circles® can be used to share 
information on ideas and strategies. Campaigns 
should be based on human rights and the Millennium 
Development Goals and point out the contradictions 
between liberalisation and the goal of halving 
poverty. Campaigning work, policy and advocacy 
must be clearer about alternatives to liberalisation. 


It is important to present a positive picture of the public 
health service, not simply criticise the private one, and 
build public confidence in it. The first stage is to 
document what is happening in the private sector to 
get a much more detailed picture of the companies 
involved in privatisation and their operations; this 
should be complemented by analysis of the policies 
supported by the international community which 
promote privatisation. The second stage is to form 
alliances to challenge privatisation at every level - 
locally, nationally and internationally. 


orking circle on privatisation met on December 5, 2001 The 


‘The People’s Health Movement's w 
fed into the discussions at OWA's conference 


detailed notes from this session were 
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trade rules - the cost to health and self-determination 


The last 20 years have seen increasing privatisa- 
tion efforts in the health sector in many countries 
across the world. Trade rules such as the General 
Agreement on Trade in Services (made under the 
auspices of the World Trade Organisation) could 
well open up national health systems to interna- 
tional and national private companies. 


The WTO claims transparency and provides 
avenues through which member states can bring 


complaints against each other at a dispute panel. 


In theory, trade agreements are made with the 
consensus of all member states. However, this 
fails on a number of counts, as poorer states can- 
not find the resources to fund representatives, 
members or experts to actively participate in 
trade debates. 


This section is based on the presentations 
during the plenary and the working session and 
argues that the WTO is being fundamentally 
biased towards corporate interests at the 
expense of sustainable development and true 
participation by developing countries and ° 
communities everywhere. 


) The Implications of Trade Rules 


for Health 


Allyson Pollock University College London 

"Markets create winners and losers - and the losers 
are the poor and the sick." 

It is important to see privatisation efforts as part of a 
much wider agenda. Trade rules can accelerate, 
shape and affect market reforms both nationally 
and internationally. 


Politicians understand only too well the failures of 
the market to deliver services such as health and 
education. In the developing world, the fact that 
most people cannot afford the health care they 
need is also a result of market failure and massive 
market distortions. 


The philosophy of risk pooling and risk sharing is the 
same whether you are talking about Consignia 
(which now handles postal services in the UK), 

health or education - the fact is that we all need to 
share certain risks together. Risk pools are fragmented 
by excluding certain groups of people and services, 
and by contracting out both health care and 
ancillary services such as catering and cleaning. 

The problem is that the private sector likes the as 
profitable parts of the system, so once you % ae . 
contract out you lose the profitable bits of the e 
system while increasing the costs to the service as a ie 
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whole. This whole process not only affects patients, 
but also staff. 


The NHS is now only one tiny piece in the jigsaw of 
the health care system. Those most affected by this 
fragmentation are the elderly, the mentally ill and 
people with disabilities. These groups are not 
protected from market forces. Market mechanisms are 
having a devastating effect on the most vulnerable in 
society in such areas as long-term care. For these 
reasons, other European governments have gone to 
great lengths to protect their public services from the 
marketplace. Britain stands in stark contrast: new care 
trusts are being set up as trading corporations, which 
must operate in the marketplace. But we know that 
markets create winners and losers - and the losers are 
the poor and the sick. 


Mechanisms to protect our public services have gone, 
as a result of deliberate government actions. Why did 
that happen and how? The World Trade Organisation 
(WTO) and GATS (the General Agreement on Trade 
in Services) are the wider context to this. The sole remit 
of the WTO is trade and markets. Its aim is to open up 
free trade and free markets across the world, 
especially in services, which are playing an 
increasingly important economic role in the West. The 
drive is now on to open up trade in services that were 
previously protected - such as health care and 
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education. These sectors are seen as the "great 
unopened oyster" of Europe. 


There are great dangers in following the US model, 
which sees commercial opportunities in every area 

of social care. American businesses are trying to expand 
into foreign health care markets. If allowed in, there will 
be no going back. There is a massive agenda behind 
plans to open up health markets. Wall Street is millions 
of dollars in deficit, and sees this as one solution. 

The US government, the World Bank and multilateral 
finance institutions are all in this together. It is important 
to see the connections between all this, debt and 
structural adjustment. What is worrying is the potential 
for public revenues to be tied to these projects and 
diverted away from the public sector. Also, the new 
trade treaties aim to override the sovereignty of 
individual countries. 


WTO members are required to develop legally 
enforceable rules that will limit the powers of 
governments to impose restrictions on commercialisation 
if these powers can be shown to create unnecessary 
barriers to trade. This so-called necessity test is about 
balancing two potentially conflicting priorities: 
promoting trade expansion versus protecting the 
regulatory rights of governments. Any cross-subsidisation 
of services is deemed anti-competitive; services, as with 
goods, must be floated in the marketplace. 


Key issues and recommendations 
Timetables for service liberalisation 

The recent WTO talks at Doha set tight timetables for 
sector liberalisation. By June 2002, WTO members 
will ask other member states to open up certain 
sectors. By June 2003 member states will offer 
services for liberalisation. Slowing down liberalisation 
will become increasingly difficult. 


Countries have to know the long-term implications of 
sector liberalisation in order to write exceptions (such 
as protection of public health) into agreements at the 
outset. They get no guidance from the WTO on this. 
But the effects of liberalisation are known to be 
negative - which is why we should be advising 
countries to act now. 


When trying to negotiate exceptions to WTO treaties, 
developing country governments have fewer 
delegates (hence less negotiating power), face more 
pressure than the industrialised nations, and have 
more reasons to sign up to new treaties for example in 
order to obtain debt relief. Some developing countries 
have a better understanding of what they are getting 
into, but are unwilling to give up the little leverage they 
have with the US and EC. We need to build up trade 
and economies that remove the power base from the 
US and EC in favour of trade policies that are 
conducive to social development and sustainability. 
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Locking into liberalisation 

Before GATS, the prospect of re-nationalisation, 
regardless of the reasons, was a risk for commercial 
companies. Through GATS, this risk has been 
transferred to governments, as re-nationalisation 
would require WTO member states to provide 
sufficient compensation to other member states. 
Decisions are effectively irreversible. For example, 
the re-nationalisation of water at Cochabamba, 
Bolivia, would be an extremely difficult and expensive 
process under GATS. 


The private sector 

The WHO at many levels has been criticised for 
developing close relationships with big business 
and has increasingly opened up to the private sector. 
There are a number of research papers, and many 
individuals within the WHO, that challenge this 
powerful corporate agenda. No evaluation has 
been made, but there are concerns that the WHO's 
relationships with big business and the private sector 
undermines the WHO's effectiveness and 
independence of action. 


Arguments for working with the private sector fo 
ensure a steady cash injection are easily refuted with 
WHO's own evidence, that taxation remains the most 
efficient way to finance health. There is also evidence 
that the private sector does not distribute services 
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equitably and is unaccountable. Public Private 
Partnerships is a misnomer. The private sector has its 
place - as suppliers, not decision-makers, in a public 
health system. Companies are primarily interested in 
profits. For example, research into HIV/AIDS does not 
focus on the strains most prevalent globally, because 
they are found in the least profitable region - Africa. 
There is also the danger that when a private service 
fails, the risk (in terms of both cost and health) is 
transferred to individuals such as HIV-positive 
Africans, or to governments. 


Advertising and health 

Direct to Consumer Advertising (DTCA) of medicines, 
is currently allowed only in the US and New Zealand 
but will be opened up globally under GATS alongside 
other ‘services’, despite the evidence showing that 
DICA exposes patients to greater risk through 
misrepresentation. Advertising does not serve public 
needs and undermines the right to independent 
information. There is a need for good, balanced 
scientific articles that show the whole picture, not just 
products. Similar arguments apply to the marketing 
of generic drugs, breast milk substitutes, alcohol 

and cigarettes. 


There is increasing pressure in the UK and globally to 
liberalise advertising within the areas traditionally 
protected, for example, health care and water. New 
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UK guidelines on advertising allow companies to gain 
access to students within schools by sponsoring 
facilities and course work. There is also a discussion 
about the ‘branding’ of certain activities. 


Moving forward 

Opposition to liberalisation unites diverse interest 
groups in both the North and South and there is a 
clear need for joint or collaborative advocacy to raise 
the knowledge of the implications of GATS at every 
level. Forming intellectual and advocacy alliances are 
important to this process and can be achieved through 
the People’s Health Movement, the UK Trade Justice 
Movement and GATS Watch. 


Alongside public campaigns the media need to be 
briefed to give greater visibility to these issues. Direct 
advocacy with evidence needs to be presented to EC 
Development Groups and UK Parliamentary 
Committees in order raise debate and compel inquires 
on these issues. Importantly, the locking in mechanism 
of GATS has profound implications for democracy 
and self-determination that the public and elected 
representatives have a right to understand. 


Recommendations 

1 Fairer trade remains critical to the realisation of 
sustainable development and equity. A full and 
independent social impact assessment of trade 
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liberalisation on health and development is needed 
before further commitment to liberalisation is made. 


2 Countries must be allowed to exercise national 
sovereignty over their own policy objectives in 
relation to health and development. Under GATS 
penalties for the reversal of privatisation are far 
too high, effectively locking governments into 
damaging agreements. 


3 Stronger exemptions should be given within trade 
agreements to exclude public services. 


4 The WHO needs to distance itself from the 
corporate sector and advise its members objectively 
about the implications of trade agreements for 
health. The compromising position in which the 
pharmaceutical industry currently pays WHO staft 
must change. The WHO is currently being asked to 
advise on GATS and civil society needs to work with 
the WHO to ensure that its advice is pro-equity. 


5 Funding for basic services must be prioritised with 
greater effort made by the donor community to meet 
their commitment to the UN 20/20 initiative and the 
Millennium Development Goals, alongside genuine 
moves to meet the UN aid target of 0.7% of GDP. 
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final reflections 


The participants at the December conference believe 
that the vision of Health for All is achievable. 
Internationally, there are the resources, the 
technology and the skills to meet this vision; all that 
is lacking is the political will 


There is a need to remind people that health - both 
access to health care and the right to well being - is a 
basic human right. Achieving Health for All is really 
about addressing the social inequities that are being 
deepened through market forces. 


These issues receive very little open debate either 
between governments and the public they serve or 
through international institutions such as the WHO, 
which still has Health for All as the basis of its 
corporate strategy. 


Health for All is achievable, but we need to focus 

on methods of working together collectively towards 
that end, and the goal of making governments 

and international institutions more democratic 

and accountable. 


"History is made by human beings and can be 
changed by them. The WTO, for one, is not the end 
of history." 

Christiane Fischer BUKO Pharm-Kampagne 
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APPENDIX 2: THE PEOPLE’S HEALTH MOVEMENT REGIONAL CONTACTS 
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